Reply:  by Wechsler, Andrew S.
LETTERS TO THE EDITOR 
Predicting survivorship after coronary artery 
bypass grafting in patients with low ejection 
fraction 
To the Editor: 
We read with great interest an editorial by Dr. Wechs- 
ler 1 on coronary bypass grafting in patients with an 
ejection fraction of 20% or less. In this editorial, Dr. 
Wechsler emphasized the need to identify a subset of 
patients who benefit from coronary artery bypass grafting, 
regardless of the presence of low ejection fraction. He 
stated that a predictive scoring system was lacking that 
took into account most of the clinical and hemodynamic 
parametcrs as descriptors of left ventricular performance. 
He also claimed that he had not seen a series that 
combined parameters mathematically to evolve a risk 
score based on the important interaction between the 
critical risk elements. 
In this letter, we would like to point out our recent study 2
published in the Journal in 1995, in which we tried to develop 
exactly the indicator Dr. Wechsler describes. In our study we 
sought to elucidate the r lation between the preoperative 
parameters and the survivorship after coronary artery bypass 
grafting for patients with low ejection fraction (mean ejec- 
tion fraction of 23% + 7%). We used a technique called 
factor analysis to "summarize" a number of preoperative 
parameters. Preoperative clinical variables, as well as hemo- 
dynamic parameters from exercise stress and nitroglycerin 
challenge tests, were screened and entered into factor anal- 
ysis to produce a score for predicting the life status (alive or 
dead) 4 years after the operation. We found that the most 
highly loaded parameters predicting survivorship were re- 
lated to the exercise stress test (specifically, cardiac index and 
systemic vascular resistance) and nitroglycerin challenge 
(specifically, stroke index and cardiac index). A history of 
congestive heart failure was also predictive. Ejection fraction 
itself and the response of ejection fraction to exercise stress 
or nitroglycerin challenge were not useful parameters to 
predict he outcome. More important, a newly developed 
score (which we called cardiac function factor), derived from 
factor analysis, provided apredictive value superior to that of 
any individual variable. By performing logistic regression 
analysis, we were able to predict survival by entering individ- 
ual variables to calculate cardiac function factor. 
Our series was relatively small (56 patients), and the 
study was not done prospectively. For surgeons and 
cardiologists interested, prospectively, in studying patients 
with low ejection fraction, we strongly encourage them to 
include a preoperative exercise stress test in the protocol. 
In our study, the 7-year survival was 78% in the patients 
who had a cardiac index greater than 3.5 L/rain per square 
meter at exercise, whereas only 29% of patients urvived 
who had an exercise cardiac index less than 3.5 L/rain per 
square meter. This is an easy number to obtain. Maximal 
oxygen consumption may be used as a noninvasive alter- 
native to cardiac index. Left ventricular volume or echo- 
cardiographically measured ventricular dimension should 
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be determined. The usual formula of "large ventricle = 
bad ventricle" may not apply in this subset of patients) If 
possible, a load-insensitive parameter of contractility and 
the diastolic property of the ventricle should be taken into 
account. The underlying mechanism of altered survivor- 
ship should also be sought. We agree with Dr. Wechsler 
that much remains much to be done to identify the subset 
of patients with low ejection fraction who benefit from 
coronary artery bypass grafting. As Dr. Wechsler pointed 
out, this is an area still ripe for new investigation. 
Shigeki Morita, MD 
Guo-Wen Sun, PhD 
Gregory Louis Kay, MD 
The Heart Institute 
Good Samaritan Hospital 
123 S. Alvarado St. 
Los Angeles, CA 90057 
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Reply to the Editor: 
The response to my editorial by Dr. Morita and his 
colleagues i much appreciated. I was aware of their article 
before the time of my writing. They are to be commended 
for taking on a tough task and using a sound method for 
establishing a predictive index of long-term survival after 
coronary bypass grafting in patients with reduced ejection 
fraction. The concept of factor analysis is sound and can 
serve as an amplifier of parameters that are independently of 
marginal significance but which, when combined, become 
more meaningful. Their article had a few shortcomings, 
which they acknowledged. These include the retrospective 
nature of their study, small numbers that may have been 
inadequately powered to detect important differences be- 
tween groups, and an absence of focus on perioperative 
mortality. The wisdom of their approach was in combining 
an exercise variable that served as a surrogate for the efficacy 
of adaptive mechanisms in compensating for diminished 
ejection fraction in their patient population. As regards 
predicting operative mortality, similar measured parameters 
should be helpful but might be better analyzed in cohorts of 
patients in which the focus is even more heavily on those 
with low ejection fractions. In addition, readers of all such 
articles are reminded that every patient entered into the 
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series passed an initial screening test that suggested to the 
surgeon the likelihood of a good outcome from operative 
intervention. 
Andrew S. Wechslel; MD 
Medical College of Virginia 
P.O. Box 980645 
Richmond, VA 23298-0645 
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Atrioventricular septal defect with subaortic 
stenosis: Extended valvular detachment and 
leaflet augmentation 
To the Editor." 
We read with interest the r cent report by Van Ardsell 
and colleagues 1 regarding the different treatment options for 
subaortic stenosis associated with atrioventricular septal 
defect (AVSD). They pointed out the importance of leaflet 
augmentation a d fibromyectomy to decrease the likelihood 
of recurrence of subaortic stenosis. We would like to further 
clarify the technical aspects of leaflet augmentation in AVSD 
when malattachment of the left superior leaflet is the pre- 
dominant feature of an associated subaortic s enosis. The 
authors, when describing this surgical procedure, stated that 
"the superior b idging leaflet is detached from the anterior 
portion of the septal crest extending to the region just to the 
left of the left ventricular outflow tract" and that "the 
increased mitral aortic separation is excised." The left supe- 
rior leaflet is thus detached at two different boundaries of the 
left ventricular outflow tract: (1) the septal insertion of the 
valvular leaflet and (2) the aorta-left atrioventricular (AV) 
valve continuity. 
Leaflet augmentation with detachment of the valvular 
leaflet from the septal crest was first reported by Lappen and 
colleagues 2 and subsequently b DeLeon and colleagues 3 in 
a patient in whom subaortic stenosis recurred after the 
surgical correction of a partial AVSD. The anatomic on- 
cepts leading to that treatment option were emphasized by 
Chang and Becker 4 in Rastelli type A AVSD. Today, this 
procedure gains increased interest 5 owing to the failure of 
more simple options that did not address the pathoanatomic 
features of the subaortic area in AVSD. 
The importance of aorta-left AV valve continuity in the 
pathogenesis of a subaortic stenosis was underlined by Ebels 
and coworkers 6 in their description of the "atrial fold." 
These authors proposed a sham repair with either an en- 
largement of this anatomic region using a diamond-shaped 
patch or a resection of the atrial fold in case of an associated 
left AV valve replacement. Moreover, patch insertion at this 
level associated with a left AV valve replacement avoids 
postoperative subaortic stenosis in AVSD. 7 
Keeping these important anatomic oncepts in mind, we 
used leaflet augmentation in a 12-year-old girl who had been 
referred to our institution for native subaortic stenosis 
associated with an AVSD. Leaflet augmentation was accom- 
plished by extending the detachment of the superior leaflet 
from the septal crest into the aorta-left AV valve continuity 
(Fig. 1). s The young girl was still doing well 2 years later, 
without subaortic stenosis, with a moderate stenosis at the 
aortic level and a mild "mitral" insufficiency. Since this 
report, we observed, immediately after correction of a partial 
AVSD in a 3-year-old girl without Down syndrome, the 
occurrence of a subaortic stenosis with a systolic left ventri- 
cle-ascending aorta gradient of 37 mm Hg. One year later, a 
color-coded echocardiographic study revealed the progres- 
sive increase of the left ventricular outflow tract obstruction 
to a systolic gradient of 80 mm Hg. Using the same operative 
procedure associated with a fibromyectomy, we completely 
Fig. 1. Postoperative echocardiogram (parasternal longitudinal view): left AV valve augmentation at the 
level of the aorta-left AV valve continuity showing the polytetrafluoroethylene patch (arrow). AO, Aorta; 
LA, left atrium; LV, left ventricle; RV,, right ventricle. 
